e.g. those concerned in the control of electrolyte and carbohydrate metabolism. DOCA was not indicated in the face of normal electrolyte metabolism, and the patient responded well to testosterone. (1) Daily DOCA injections at first, then decreased to an injection every three days.
(2) Implant of 3 x 50 mg. DOCA tablets on 12.7.47 and of 4 x 100 mg. DOCA tablets on 3.9.47.
( (2) Eucortone 10 c.c. intravenously.
(3) DOCA 1 c.c. (5 mg.) intramuscularly. Operations by Mr. L. R. Broster.-A general ancsthetic was given by Dr. R. J. Clausen, and an operation for left adrenalectomy was performed on the "donor". The adrenal vein was found with some difficulty and was removed with the gland. The adrenal itself was triangular in shape and about twice the normal size. It was placed in a bowl of warm normal saline after being flooded with heparin solution.
Operation on W. H. under local ancesthesia.-The left rectus sheath was exposed by a diagonal skin incision in its lower third. It was opened and the rectus muscle retracted medially, exposing the deep epigastric vessels. These were divided and the distal end ligatured. The spurting proximal end was flooded with heparin. The deep epigastric artery was small and had two vern comites which could not be dissected free. A length of 6/0 catgut, threaded on two long straight needles, was passed through the vessels.
The adrenal graft was once more flooded with heparin through the stump of the adrenal vein. The needles were passed up the vein and through the substance of the gland, drawing the bleeding stump of the deep epigastric vessels well inside, and the suture tied on the convex surface of the gland.
The graft was tucked medially under the rectus which was allowed to fall into its normal position. The wound was closed in layers by interrupted catgut sutures.
Post-operative care (see Discussion (para 3)).-The blood-pressure during operation and immediately afterwards was maintained at 140/90 mm.Hg.
2.4.48: Readmitted to Charing Cross Hospital. He was allowed up on the seventh day. The skin sutures were removed on the eighth day. His blood-pressure was recorded as follows (see Table I ). are normal for this patient, who has had no DOCA for nine months and no salt for seven months. His blood-pressure is normal. DISCUSSION A case of Addison's disease treated by adrenal grafting. The treatment of this case was largely empirical and experimental; Nevertheless the following conclusions can be drawn from this and other similar cases:
(1) Before operation the patient must be balanced on eucortone, DOCA, salt and glucose, as shown by normal blood sugar, serum values and blood-pressure readings. He should be feeling fit; especial attention is drawn to the importance of maintaining a normal blood.-sugar curve: these patients tend to die in hypoglycemia.
An intravenous glucose-saline drip is put up before operation. Premedication: nembutal 3 grains, atropine 1/100 grain, one hour pre-operatively, no morphine.
(2) The operation itself has been fully described. The use of heparin is important as it prevents thrombosis. A syringe filled with 20 c.c. eucortone should be kept ready during operation, should the patient go into crisis.
(3) Post-operatively, we have prevented an Addison's crisis occurring (and these patients very easily go into crisis) by the following measures: (f) Keep four-hourly blood-pressure chart and half-hourly pulse chart. Give 20 c.c. eucortone if blood-pressure falls markedly.
After forty-eight hours.-l0 c.c. eucortone intravenously, 2 c.c. DOCA intramuscularly twice daily, for three days. Stop drip. Continue salt and glucose as before.
After this three-day period.-Stop eucortone. Give DOCA 2 c.c. daily intramuscularly, gradually diminishing the dose to 2 c.c. three times weekly and then 1 to 2 c.c. weekly, and stopping it after one to two months. Continue salt for at least two to three months-4 grammes daily.
Simmonds' Disease following Htematemesis. Gastric Ulcer.-Q. HOBSON, B.M., M.R.C.P., and RUSSELL FRASER, F.R.C.P. Housewife, aged 50. 1931: She had hematemeses, following which she complained of amenorrhcea and progressive thinning of body hair. She did not regain her previous weight, and continued to suffer recurrent bouts of dyspepsia.
On examination in May 1947, she was a thin woman, with dry skin, and scanty axillary and pubic hair, small breasts, with hypoplastic uterus and genitalia. The blood-pressure was 106/60. While in hospital she had several attacks of faintness, and during one attack the blood sugar was found to be 57 mg. %.
